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Objective: To evaluate the acceptability, information access, and potential behavioral impact of providing contra-
ception information via text message on mobile phones to young people in Kenya. Methods: Three methods of
data collection were implemented during the 17-month pilot period for the Mobile for Reproductive Health
(m4RH) program in Kenya: automatic logging of all queries to the m4RH system; demographic and behavior
change questions sent via short message service protocol (SMS) to everyone who used m4RH during the pilot
period; and telephone interviews with a subset of m4RH users. Results: During the pilot period, 4817 unique
users accessed m4RH in Kenya. Of these, 82% were 29 years of age and younger, and 36% were male. Condom
and natural family-planning information was accessed most frequently, although users queried all methods.
One in 5 used the m4RH system to locate nearby clinics. Respondents liked the simple language and conﬁdenti-
ality of receivinghealth information viamobile phone, and reported increased contraceptive knowledge anduse after
using m4RH. Conclusion: Providing contraception information via mobile phone is an effective strategy for reaching
young people. More research is needed to learn how to link young people to youth-friendly services effectively.© 2013 International Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd.
Open access under CC BY-NC-ND license.1. Introduction
Although total fertility rates have steadily decreased over the past
10 years, contraception continues to be a critical public-health issue
acrossAfrica [1].With a total fertility rate of 4.7 in 2010 [2] and amedian
age of ﬁrst intercourse of 18.2 years [3], ensuring access to contracep-
tion information and services for young people in Kenya is critical.
However, traditional clinic-based approaches may be insufﬁcient for
meeting the reproductive health needs of youth. Only 12% of women
and 4%ofmen aged 15–19 years in Kenya reported receiving contracep-
tion information from a health facility or health worker in 2008–2009
[3]. By contrast, 50% of women and 55% of men aged 15–19 years re-
ported hearing about family planning on the radio, with approximately
25% hearing about it through television or newspaper [3]. Evidence
shows thatmassmedia is effective for encouraging use of contraception
[4,5], andmassmedia interventionsmay effectively reach young people
with contraception information.angle Park, Durham, NC 27709,
1.
and Obstetrics. Published by Elsevier IrWhen considering mass media in Sub-Saharan Africa, it is important
to includemobile phones.Mobiles are accessible to younger populations,
with subscriptions for people under 30 expected to reach 108 million in
2012 [6,7]. Mobile subscriptions account for 63% of the population of
Kenya, where the rural population is 78%. Therefore, it is reasonable to as-
sume that mobile phoneswill reach individuals in rural areas [8,9]. Use of
short message service protocol (SMS, or text messaging) has increased
on a global scale, withmore than 200 000 textmessages sent every sec-
ond [10]. Several factors make SMS appealing: messages are inexpen-
sive (typically US $0.01–0.05 per message), private, and efﬁcient.
Connecting youth to clinic services is a longstanding concern, and
particularly challenging in the context of reproductive health. Barriers
to youth accessing clinics for contraception include limited or misinfor-
mation; cost and convenience of clinic services; privacy concerns; and
provider biases toward sexual activity among young unmarried individ-
uals [11–13]. Mobile phones may address some of these barriers; while
there is 1 doctor for every 10 000Kenyans [14], there are approximately
6200 mobile phone subscriptions per 10 000 people [8].
The aims of the present studywere to investigate young people’s use
of Mobile for Reproductive Health (m4RH), a text message-based con-
traception information service. We investigated 3 questions related to
use of the m4RH system. Is m4RH an acceptable means of providing
contraception information to young people?What types of information
do young people learn about fromm4RH?How does usingm4RH inﬂu-
ence young people’s contraceptive behavior?eland Ltd. Open access under CC BY-NC-ND license.
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Mobile for Reproductive Health is an automated, on-demand SMS
system that provides basic messages about 9 different contraceptive
methods, ranging from short-acting to permanent. When an m4RH
user sends a code via SMS (e.g. “11” for contraceptive implants), the sys-
tem automatically responds with information about the selected meth-
od. Information is presented in a concise format of 2–3 messages per
method. Messages were developed using global guidance from WHO
[15] and local agencies [16] to communicate essential facts and address
common misconceptions. Messages are sent only upon user request.
The program also provides a searchable database for users to locate
clinics. During its 17-month pilot period, from January 2010 to June
2011, 4817 unique users accessed m4RH, which was provided for free
and promoted in a small number of Marie Stopes Kenya and Family
Health Options of Kenya partner clinics, and in a radio campaign pro-
moting family planning to young people (Fig. 1).
2.1. Data collection
Three methods of data collection were used to evaluate the accept-
ability, information access, and potential impact of providing contracep-
tion information via SMS to young people in Kenya: automatic logging
of all m4RH system queries; demographic and behavior change ques-
tions sent via SMS to all users who accessed m4RH during the pilot
period; and in-depth telephone interviews with a subset of m4RH
users. Ethics approval was obtained from KenyaMedical Research Insti-
tute and the FHI 360 Protection of Human Subjects Committee.
2.1.1. m4RH system queries
System logs automatically captured basic data for each query to
the m4RH system, including mobile number, information queried
(e.g. contraceptive method type), and date and time of the query.Fig. 1.Mobile for Reproductive Health (m4RH) promotional poster and palm cards.2.1.2. SMS questions
Every m4RH user who accessed the system was later sent 3 ques-
tions via SMS. The ﬁrst was: “Please tell us your gender. Reply F if you
are female, M if you are male.” The second was: “Which is true for
you? If you are 19 or younger reply A; If 20-29 reply B; If 30-39 reply
C; If 40 or older reply D.” The third question was open-ended: “How
has m4RH changed your use of family planning? Reply CHANGE then
your change, like ‘CHANGE got an IUD’.”
Questionswere sent in batches, with an average of 9 months (range,
3–18 months) between the user’s initial query and receipt of the SMS
questions. The variation in follow-up times was due to data collection
not being initiated until 12 months after system launch. An introducto-
ry text message providing the essential elements of informed consent
was sent to each user prior to sending the 3 questions.
System log data and responses to the SMS questions were merged
into a database and matched by mobile phone number.
2.1.3. In-depth telephone interviews
Userswho answered SMS questions about gender and agewere sent
an SMS request to participate in a telephone interview. Users who an-
swered afﬁrmatively were contacted and interviewed based on their
availability. Twenty-six interviews were conducted by trained research
associates based in Nairobi in August, September, and December 2011,
with a convenience sample of respondents. Most interviews were
conducted in English, although somewere conducted in Swahili. Verbal
informed consent was obtained from all participants.
Interviews lasted an average of 30 minutes, and participants re-
ceived air time as an incentive for participation. The structured inter-
view guide covered reasons for using m4RH, message comprehension,
use of contraception and services, and changes in contraceptive knowl-
edge and behavior after using m4RH. Through a standard iterative pro-
cess [17], a codebook was developed and used to structurally and
thematically code the transcripts using QSR NVivo version 8 (QSR Inter-
national, Doncaster, Victoria, Australia). Code reports and summaries
were generated and analyzed to address study objectives.
3. Results
Of the 4817 m4RH users during the pilot period, approximately 24%
(n = 1161) responded with their age. Of these, 82% (n = 950) were
29 years or younger; 22% were 19 or younger; and 60% were
20–29 years (Table 1). Approximately 22% (n = 1062) of m4RH users
answered the gender question; of these, 61% (n = 650) were female.
Among users 29 and younger, 83% (n = 792) reported their gender;
more than one-third (36%; n = 294) of younger respondents were
male. Approximately half (48%; n = 457) of the younger respondents
answered the open-ended change question.
Of the 26 telephone interviews, 22 involved participants aged
18–24 years. Youth participants were mostly unmarried (n = 16),
with approximately half living in urban areas (n = 10). Half of the
youth respondents (n = 11) had some secondary education and theTable 1
Responses from m4RH users to age and sex questions answered via short message
service protocol.
No. %
Age, y
≤19 257 22.1
20–29 693 59.7
30–39 151 13.0
≥40 60 5.2
Total 1161 100.0
Sex
Female 650 61.2
Male 412 38.8
Total 1062 100.0
Abbreviation: m4RH, Mobile for Reproductive Health.
Table 2
User quotes supporting acceptability, information access, and potential impact of the m4RH system.
Concept User quote
Acceptability
Conﬁdentiality “I like [m4RH] a lot! It is time saving—only you and your phone, and [it’s] conﬁdential—only you and your phone!” (Male, 21).
“There is privacy available, many people have mobile phones, you do not have to be seen going to the clinic” (Female, 20).
“There are some questions you may not ask in a clinic or may be difﬁcult or you may feel shy when asking” (Female, 23).
“I learnt a lot [from m4RH]. I got the type of information you can only get from a clinic and sometimes you shy off from going to
clinics because it’s personal” (Male, 21).
Language “It is using terms you can understand. It has clear knowledge on what you want to know. It is simple to understand, simple
language that everyone can understand” (Female, 22).
“I like the advice provided on family planning and the way clients are handled – there is no bad language used” (Female, 20).
Information access
Learning about contraception “I learned about different methods of FP, the ones I did not know existed […] I did not know other FP methods like implants existed” (Female, 22).
“I am able to raise only two children. I will not have any more because of m4RH, that is, after the advice from m4RH” (Male, 19).
Dual protection “I learned condoms prevent pregnancy and sexually transmitted infections” (Female, 22).
“I decided to continue using condoms because it has a dual protection against STI and pregnancy” (Male, 21).
Potential impact
Contraceptive methods “I would have sex without a condom before using m4RH…it [m4RH] has helped me. I would have sex without CD [condom] hence I was
exposed to STIs, HIV and pregnancy on the part of my girlfriend but I cannot have sex without condoms after m4RH” (Male, 20).
“I settled on using a condom because I did not want to go to a health center for any other FP method” (Female, 22).
“No, I did not do anything because I am still single, but, when time comes I will know what to do” (Female, 23).
“Not really, I did not change my method, I just continued with it; I am using injections” (Female, 23).
Clinic use “I started using the everyday pill. After m4RH I visited the clinic and got pills, now I have no fear of getting pregnant” (Female, 21).
“I went to the clinic to ask about FP methods I can use other than injection for my partner” (Male, 24).
Abbreviations: FP, family planning; m4RH, Mobile for Reproductive Health; STI, sexually transmitted infection.
Table 3
Proportion of younger users accessing contraceptive method information and clinic
locations via m4RH.
Total
(n = 1155)
19 and younger
(n = 257)
20-29
(n = 688)
No. % No. % No. %
Condoms 343 29.7 72 28.0 216 31.4
Natural family planning 395 34.2 64 24.9 255 37.1
OCPs 261 22.6 55 21.4 165 24.0
Implants 266 23.0 53 20.6 166 24.1
EC 236 20.4 52 20.2 144 20.9
Injectable 243 21.0 47 18.3 155 22.5
IUD 229 19.8 41 16.0 146 21.2
Permanent methods 203 17.6 41 16.0 120 17.4
LAM 127 10.9 32 12.5 71 10.2
Clinic locations 267 23.1 58 22.6 149 21.7
Abbreviations: EC, emergency contraception; IUD, intrauterine device; LAM, lactational
amenorrheamethod; m4RH, Mobile for Reproductive Health; OCP, oral contraceptive pill.
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were female and 7 were male. The large proportion of youth respon-
dents among all telephone interview participants allowed for tailored
analysis of data from this subgroup.
Results include quantitative and qualitative data highlighting the
acceptability, information access, and potential impact of using mo-
bile phones to provide contraceptive information to young people in
Kenya, outside of the clinic setting. Table 2 presents user quotations
supporting these aspects of m4RH.
3.1. Acceptability
Young people, deﬁned in the present study as those who were
29 years of age or younger, liked the convenience of m4RH, noting
that it was both fast and free. Most telephone respondents reported
that theplatformwas easy to use and simple, and appreciated the ability
to obtain health information via mobile phone. Young users frequently
commented on the conﬁdentiality of m4RH. The majority of telephone
respondents seemed to like m4RH content, reporting that messages
were easy to understand and informative. Many participants reported
appreciating the tone of the messages and stated that the messages
were friendly and non-judgmental.
Although telephone respondents were not directly asked their opin-
ions about health services, they commonly reported barriers to clinic
attendance, including high cost, lack of time, and lack of Conﬁdentiality.
Many participants reported being uncomfortable visiting a clinic owing
to perceived provider bias and fear of judgment. m4RHwas reported as
particularly relevant and helpful to younger users in addressing this
issue. Since m4RH is free, conﬁdential, and convenient, participants
seemed to feel that it was a valuable source of contraception informa-
tion outside of the clinic setting.
3.2. Information access
Young m4RH users who reported their age via SMS accessed infor-
mation about a range of contraceptive methods. Condoms and natural
family planning were most frequently accessed, with approximately
30% of younger users querying these methods (Table 3). Approximately
one in ﬁve younger users queried the clinic database, indicating poten-
tial interest in learning locations of nearby clinics. The youngest m4RH
users queried 2.3 different contraceptive methods on average, while20–29-year-old m4RH users queried 2.8 different contraceptive meth-
ods on average.
When asked what they learned from m4RH, most respondents
reported learning new contraception information. Participants also re-
ported that they better understood the correct use of contraceptive
methods because of knowledge gained through m4RH. Many partici-
pants stated that m4RH taught them about contraceptive side effects
and dual protection. Some younger participants felt their knowledge
of pregnancy prevention increased.3.3. Potential impact
When asked whether accessing m4RH had prompted them to take
action with respect to contraception use or visiting health facilities, re-
spondents mentioned changes in contraception use and some reported
attending a health facility. Much of the behavior change among young
people seemed motivated by a desire to prevent pregnancy. The most
common behavior change reported was use of condoms, followed by
use of emergency contraception or a calendar method. Young people
also reported switching from condoms to oral contraceptive pills,
or starting oral contraceptive pills. Some young people mentioned
Table 4
Self-reported changes in contraceptive use following access to m4RH system (reported via text message).
Method Total
(n = 457)
≤19 y
(n = 103)
20–29 y
(n = 354)
Sample responses
Condoms 82 16 66 “I use a new condom every time;” “Now use condoms because they don’t have side effects and protect against STIs”
IUD 67 22 45 “I’ve got an IUD so I don’t have to take pills everyday which many times I used to forget;” “Got an IUCD”
Pills 59 13 46 “Use pills and condoms instead of condoms alone;” “I use epills on emergency cases only”
Injectable 46 6 40 “My ﬁancée got an injection;” “Got an injection which works well for me”
Implants 30 6 24 “I got an implant;” “Got Jadelle”
Natural family planning 30 3 27 “Got to know that pregnancy occurs between 8-19 if cycles are about a month apart I use it and it is good for me”
Permanent methods 2 1 1 “Had tubal ligation”
General change 103 26 77 “We now talk about sex and contraceptive;” “It has really helped in child birth control and better ﬁnancial planning”
No change 15 5 10 “Still on condoms;” “Single”
Other 23 5 18 “Decided to abstain from unprotected sex;” “To know the location of clinic”
Abbreviations: IUCD, intrauterine contraceptive device; IUD, intrauterine device; m4RH, Mobile for Reproductive Health; STI, sexually transmitted infection.
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not have to be acquired in clinic settings.
The most common reason young people reported not using contra-
ception was because they were single. Single youths reported not
using contraceptives because they were not sexually active or because
they felt contraception was only for people who have families. These
respondents said they accessed m4RH to obtain information for future
action. Other young people who did not change their behavior reported
continuing with their current method, suggesting that m4RHmay sup-
port contraceptive continuation.
Responses to the SMS question “How has m4RH affected your use
of family planning?” provide additional insights into howm4RHmay
inﬂuence young people’s contraceptive knowledge and behavior.
The types of change and examples of responses reported via SMS
are provided in Table 4. Of the 457 responses reported by younger
m4RH users, the most common contraceptives mentioned were con-
doms (n = 82) and intrauterine device (IUD; n = 67), followed by
pills including daily and emergency pills (n = 59) and injectables
(n = 46). Natural family planning (n = 30) and implants (n = 30)
were also mentioned by a number of younger respondents. General
changes were reported by many respondents (n = 103), including
references to family-planning discussions, beneﬁts of child spacing,
and increases in contraception knowledge.
4. Discussion
The m4RH system builds on earlier programs that used SMS to
reach targeted audiences with health information [18,19]. Mobile
for Reproductive Health is the ﬁrst program to focus on contracep-
tion in Sub-Saharan Africa; the automated and interactive features
of the program and the searchable database of clinic locations add
to its innovative nature. Given the lack of evidence about reach and
impact of mobile phone programs focused on health objectives
[20], the data from the present study may help health professionals
and program implementers to assess the utility of reaching young
people via mobile phone.
In linewith previous successes in promoting reproductive health be-
haviors using mass media [4,5], mobile phones appear to be a feasible
option for reaching young people with information about contracep-
tion. Mobile phones provide an additional means for communicating
reproductive health information and should be considered as a
complement to traditional media channels, particularly for reaching
young people. Mobile phone programs may be best conceived and
implemented as complements to traditional health programming, and
a program likem4RH is a relatively cost-effective approach to encourag-
ing behavior change.
Young m4RH users appreciated that contraception information
could be obtained conﬁdentially, conveniently, and for free. By over-
coming some logistical and stigma-related barriers to use of contra-
ception [11–13], data from them4RH pilot demonstrate the potentialto increase contraceptive knowledge and behavior change among
young people in Kenya. The m4RH program delivers contraception
messages in a format that is concise and consistent with clinic-
based counseling messages. By providing easy access to information
about contraceptive methods and their adverse effects, m4RH has
the ability to increase knowledge, uptake, and continuation of con-
traception among young people.
Although m4RH demonstrates promise for overcoming clinic bar-
riers and reaching young people with contraception information,
connecting young people to clinic services remains an important goal.
Promoting uptake of provider-dependent, long-acting methods such
as IUDs and contraceptive implants has the potential to increase contra-
ception continuation and decrease birth rates, and has been found to be
acceptable among young people [21,22]. Further investigations into
how to link young people to clinics and youth-friendly services—using
mobile phones and other approaches—are needed.
The present study had several limitations. Data were collected dur-
ing a pilot period when promotion was conﬁned to a small number of
clinics and partners. Also, only one-quarter of m4RH users responded
to SMS data collection with their age, and only a small number of
users were interviewed via telephone; non-responders may have had
different characteristics or perspectives on m4RH compared with the
results reported in the present manuscript. It is also possible that the
delay between initial system access and receipt of SMS follow-up ques-
tions contributed to lower response rates. Therefore, the study ﬁndings
should be interpreted with caution. Nevertheless, the results indicate
that a text message-based contraception information system supports
the use ofmobile phones as a tool for reaching and engaging young peo-
ple to learn about contraceptive methods.
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